MY partner and I conduct a mixed rural and urban general practice in a market town in Northern Ireland with a population of about five thousand. There are somewhat over three thousand on our National Service list, most of them living within six miles of the surgery premises, and providing a yearly average of eighty maternity cases. There is a consultant obstetric unit in our local general hospital, and a fully equipped maternity unit in the cottage hospital.
During the ten years 1954 to 1963, there were 813 maternity cases, 110 of which were delivered at home, 379 in the cottage hospital, and 324 in the general hospital. There were 41 miscarriages included in the general hospital figure, and as 400 women accounted for the 813 cases, a pregnancy occurred in each family about every five years, the first child being born when the mother was 27 years old on the average. If infertility is a problem here, it has not often been brought to our notice.
It has been our custom for many years not to conduct a first confinement at home, and if the primipara does not want to have her baby in hospital she is asked to engage some other doctor. This attitude has now become acceptable to the patients, our reasons being that in the past we had to deal with difficult forceps extractions and manual removals of placentae in wholly unsuitable houses. The grand multipara also, is encouraged to have her delivery in hospital, as the intermediate children, especially the second, are least likely to be complicated.
Three primigravidae were delivered in the cottage hospital for every two delivered in the general hospital, an equal number of multiparae were delivered in each and several primigravidae were confined elsewhere. Although domiciliary nursing services were greatly improved during this decade, the number of home confinements fell from 25 per cent to 3 per cent per annum.
As midwifery is such a very personal service, it may be an advantage to have known the patient, her family circle, religion and background, and attendances for ante-natal examinations were as a general rule satisfactory. No special or separate ante-natal sessions were conducted, inquiry having shown that there was no particular demand for them. Unfortunately, in this area it is necessary to send three samples of blood for grouping and Rh factor, haemoglobin estimation and Wasserman reaction, each packaged and accompanied by a form to three separate laboratories. This should be avoidable; it is irritating, time consuming and inefficient.
In the last few years every patient has been given iron and folic acid in the third trimester and I feel sure that the introduction of folic acid has been a great advance, for the patient coming to term with a satisfactory haemoglobin level makes a favourable difference to the confinement and the resulting improved outlook of the patient is important. The administration of folic acid, which is not expensive, is said to reduce the incidence of ante partum and post partum haemorrhage, and the experience in this practice supports that view.
CLASSIFICATION OF MATERNITY CASES
As there are two case records of each patient there were some 1,500 to consider, and after classification they were described as primiparae, intermediates and grand multiparae. This last category implies that the patient has had five or more viable pregnancies, and a primipara is one who is pregnant but has not had a baby. The others, making up the largest group were called intermediates.
The 813 cases were composed of 200 primiparae, 500 intermediates and 113 grand multiparae. Excluding miscarriages the figures were 187, 480, and 105 respectively.
ANTE-NATAL CARE AND SPECIAL VIGILANCE The amount of ante-natal care given was noteworthy. All cases have vigilance, but a large number required what I call "special vigilance".
This means that they required an increased number of ante-natal examinations by reason of poor previous obstetric or medical history, toxaemia, ante partum haemorrhage, multiple pregnancy, negative Rhesus factor, unstable lie, anaemia, heart disease and so on. Special vigilance was kept on thirty-five per cent of primiparae, thirty per cent of intermediates and thirty per cent of grand multiparae; in all, amounting to 236 cases out of 772, which was 31 per cent overall. Less than half the midwifery cases were completely normal, for no account was taken of those with varicose veins, urinary infections, vomiting and other minor but potentially serious conditions which often did require considerable vigilance.
MISCARRIAGES
The miscarriage rate was 5 per cent, that is, 41 cases out of 813. Miscarriages as a rule were seen only at the time of the event, and all were admitted to hospital for curettage. Thirteen primiparae (6.5%), 20 intermediates (4%), and 8 grand multiparae (7%/O) miscarried. It has not been common for these patients to have repeated miscarriages, but probably many cases have been unrecorded.
PRE-ECLAMpTIc TOXAEMIA A considerable number, 133 (18%) required special vigilance on account of pre-eclamptic toxaemia. Of these, 47 (33%) were primiparae, 74 (55%) were intermediates and 17 (12%) were grand multiparae, but in the groups, 25 per cent of primiparae and 16 per cent of all multiparae were toxic. For our purposes, the toxaemic state was characterised by a blood pressure rising, with or without albuminuria and/or oedema. Not everyone is agreed on the precise criteria. A blood pressure of 130/90 to 140/90 was taken to be indicative of toxaemia, and to avoid complication there has been no division into pre-eclamptic toxaemia, essential hypertension and chronic nephritis, all being called toxaemia, for in this small number the difference would not be significant. Of the total number of cases delivered 18 per cent had toxaemia to some extent, and of those who required special vigilance 47 (40%) of the primiparae, 74 (40%) of the intermediates, and 17 (30%) of the grand multiparae required their special vigilance because of toxaemia. About one out of every six expectant mothers (138 out of 772) had some degree of toxaemia, and one out of every three (138 out of 360) requiring special vigilance had toxaemia. The figures show, that in our surgeries we see twice as many cases of toxaemia among those who are not primiparae, having dealt with 585 multiparae and 187 primiparae.
Recurrence of toxaemia in pregnancies subsequent to the first was found in 34 per cent. Two patients did not have toxaemia in their first pregnancy, but had in their second and subsequent pregnancies, and two grand multiparae developed toxaemia for the first time, as far as could be ascertained, in tenth and twelfth pregnancies respectively.
Treatment was conservative and if necessary artificial rupture of the membranes was performed, diuretics being very seldom used for they can be dangerous as they may mask a persistent underlying morbid condition of the placenta in particular. Also diuretics can cause an electrolyte imbalance if pushed too far; induction should have been performed before that point was reached otherwise the foetus may die as a result of unsuspected placental deficiency.
ANTE PARTUM HAEMORRHAGE
There were 26 cases (3%/,) of ante-partum haemorrhage and they were all admitted to the general hospital obstetric unit, there being no maternal deaths. As Table I shows, there were almost as many for which no cause was discovered, as there were of those with accidental haemorrhage and placenta praevia. That is, 45 per cent were unexplained, a figure similar to that found in the Royal Maternity Hospital, Belfast, and elsewhere. The perinatal mortality rate in mothers with antepartum haemorrhage was 20 per cent, while in general it was 0.6 per cent. Its distribution is shown in Table II . Of those infants who died the primiparous mothers had both placenta praevia, the intermediate mother had a stillborn twin. One of the grand multiparae had anaemia and a positive Wassermann reaction and the other had an accidental haemorrhage.
PROLONGED LABOUR
Prolonged labour is by definition one lasting more than 24 hours, and a common cause of concern to the medical attendant. We had 59 cases (7%) of prolonged labour, chracterised by inertia, disproportion, and breech presentation. It is difficult to say when the patient has inertia because she has disproportion, or if she has inertia because of incoordinate uterine action. At any rate, it was remarkable how simple some forceps extractions for what was thought to be disproportion turned out to be when the strength of the uterus at term is considered. As was expected a much greater percentage of primiparae were involved with prolonged labour than multiparae. The comparison was 13 per cent of primiparae to approximately 5 per cent of multiparae, and less than half (40Q/%) of the cases of prolonged labour were in primiparae.
DELIVERY BY FORCEPS
Delivery by forceps was carried out in 46 (5.5%) of all cases. Thirty (16%) of all primiparae, 15 (3%) of the intermediates, and less than 1 per cent (1 case) of the grand multiparae were delivered by forceps. Thus two out of every three forceps extractions were performed on primiparae, one being on the after-coming head of a breech presentation which was easily carried out.
CAESAREAN SECTION
If one assumes that every baby delivered by means of forceps or Caesarean section would otherwise have been still-born, then the figures show that the perinatal mortality rate would have been 7 per cent instead of 3 per cent. The Caesarean section rate was 1 per cent which equals the national average. There were eight cases, distributed as follows:
Primiparae (2 per cent of total) 1 elderly, 2 disproportion, 1 twins (first not advancing). Intermediates 1 aged 43, free head, 13 years since last child; 1 disproportion, 1 toxaemia (still-born). Grand multiparae I antepartum haemorrhage (placenta praevia).
POSTMATURITY
It is uncertain what causes postmaturity; perhaps it occurs less often in the debilitated and the under-privileged. In this series the occurrence of postmaturity was 3 per cent, which is about the national average. Diagnosis too, is often uncertain, but it is no doubt an important condition for at 42 weeks the perinatal mortality rate is doubled. This is probably due to increased demand on the placenta, and for the same reason, postmaturity becomes doubly important when it is associated with toxaemia, where additionally there is decreasing placental efficiency.
SERIOUS FOETAL INCIDENTS
There were 43 incidents of major importance to foetuses excluding miscarriages, of which there were 41, so that it appears that at least 10 per cent of conceptions are not fully effectual. Of the 43, 27 died (see also (*denotes toxic mother).
FOETAL ABNORMALITIES Twenty cases of foetal abnormality occurred out of 772 deliveries, this being a rate of 2.6 per cent, composed of the infants of 7 primiparae, of 10 intermediates, and of 3 grand multiparae. Eight of these abnormal foetuses died, giving a perinatal mortality rate among abnormal foetuses of 40 per cent, which compares with a rate of 37.5 per cent at the Royal Maternity Hospital, Belfast, but contrasts with a recent very large series in Birmingham, in which the rate was 21 per cent. Of the forty-three serious foetal incidents, 27 of the foetuses concerned died, and of these, 8 (30%) were abnormal, and of the 16 survivors twelve (75%) were abnormal.
In 5 per cent of maternity cases (primiparae 7.5%, intermediates 4.5y,, grand multiparae 4%) there was death and/or abnormality of the foetus, not taking into account those infants who, in a year or two were found to be defective, but for whom I have no data. Table III suggests that the baby of a primipara may be more subject to disaster but perhaps survives it better.
TABLE III Primiparae
Intermediates Grand multiparae Stillborn 4.5% (9) 3% (15) 2.8% (3) or died 1 in 20 1 in 30 1 in 40 Survivors 3.0% (6) 1.8% (8) 1.8% (2) 1 in33 1 in50 l in50
CAUSES OF PERINATAL MORTALITY
The perinatal mortality rate from all causes was 3.3 per cent, but if there had been no toxaemia it could have been about 2.6 per cent. It is analysed in Table IV . This means that about 0.03 infants per 1,000 births per annum would be saved, amounting to about 10,000 in the United Kingdom, and the maternal mortality rate would be about halved, if toxaemia were eliminated. In this connection, the following facts came to light that out of the 20 abnormal foetuses: 4 of the mothers had toxaemia 2 of the mothers had negative Rhesus factor (but not antibodies) 1 of the mothers was an alcoholic 1 of the mothers had syphilis 1 foetus had toxoplasmosis and was stillborn 1 foetus had haemorrhagic disease of the new-born 
I case
*denotes toxaemia It may be reasonable to conclude that some sort of toxic factor accounts for the majority of foetal abnormalities, and is associated with about half of the overall perinatal mortality rate, and one need only consider the danger of using thalidomide to see how true this could be. The remainder are mostly caused by genetic factors including about 1 in 40 from consanguinity. There is no record of the incidence of rubella or other virus infections, and I understand that bacterial infections play no part in the aetiology of congenital abnormalities.
INTERVENON
A number, 83 (35%) of those requiring special vigilance, were expected to need intervention, the group in which intervention was "unforeseen" until after labour had commenced amounted to 111, and the ratio of "expected" to "unforeseen" intervention was 42 per cent to 58 per cent, no account being taken of external versions, episiotomies and repairs of the perineum. It was disappointing to find that we foresaw intervention in only 2 out of every 5 cases, and although this may be explained to some extent by the Tables V, VI and VII, the ratio would depend largely on the ability to assess a case, especially about 36 weeks. For instance, all forceps extractions have been put under the heading of "Unforeseen" but I have no figures to prove otherwise, and, not surprisingly, the figures are somewhat better in multiparity where there was an equal number of expected and unforeseen instances of intervention; because there is usually a past history, examination is easier and therefore so is prediction. ASSOCIATED CONDITIONS Association of various conditions, noteworthy especially in relation to toxaemia became apparent even in this small series. For example, out of 16 primiparae with toxaemia, 12 behaved as follows: 4 had inertia 2 had prematurity 3 had an intra-uterine death 3 had post-partum haemorrhage. There were many similar examples of associated conditions among the intermediates and the grand multiparae. As regards the occurrence of association, 10 per cent of primiparae had two or more conditions, 4 per cent of intermediates had two or more conditions, and 12 per cent of grand multiparae were similarly involved.
SUMMARY This survey has explored some of the more important aspects of midwifery in an average sized and mainly rural general practice during the decade 1954-1964. Some unexpected observations have been made, especially as regards the high proportion of abnormal midwifery, and still unexplained element in many cases of antepartum haemorrhage. The importance of toxaemia, its relationship to other conditions and in particular foetal abnormalities is noted. It is concluded that toxaemia is still the obstetrician's greatest enemy. 
